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Aggression and Violence Directed Toward Physicians

 

Jeanette L. Morrison, MD, John D. Lantos, MD, Wendy Levinson, MD

 

O

 

ne of the most difficult situations that physicians
face is being threatened, abused, or physically harmed

by one of their patients. This is not an uncommon prob-
lem: Bureau of Labor Statistics (BLS) data for 1995 indi-
cate that more workplace assaults and violent acts occur
in health care and social services industries than in any
other.

 

1

 

 Health care patients, the most common perpetra-
tors of nonfatal workplace violence, were responsible for
45% of all nonfatal assaults in 1992.

 

2

 

 Although the ma-
jority of such incidents involve nursing staff, all health
care workers are at risk, and physicians are no exception.
From 1980 to 1989, 22 physicians were killed while at
work.

 

3

 

 This represents almost one fourth of all workplace-
related homicides among health care workers during this
time period. Physicians may also experience nonfatal vio-
lence,

 

4,5

 

 verbal abuse or threats,

 

6,7

 

 destruction of prop-
erty,

 

8

 

 or intimidation with a weapon.

 

9,10

 

Aggression and violence in the health care setting is
costly on a number of levels. Financial losses to the insti-
tution as a result of medical expenditures, time away
from the job, and psychological counseling have been es-
timated to be as high as $107,000 for a single incident;

 

11

 

workers’ compensation claims may add to this amount
significantly.

 

12

 

 The cost to the individual also extends be-
yond the immediacy of physical injury. Many of those who
are attacked or threatened experience anger, fear, anxi-
ety, self-blame, and loss of confidence.

 

8,13

 

 Furthermore,
being threatened or harmed while providing care may be
difficult to reconcile for a physician who strives to bring
compassion and respect to each clinical encounter.

Among doctors, psychiatrists and emergency medi-
cine physicians are believed to be at highest risk of ag-
gression and violence.

 

8

 

 This is most likely explained by a
combination of clinical and environmental factors. For ex-
ample, physician inexperience, urban locale, and patient

characteristics such as intoxication, acute psychosis or
delirium, and drug-seeking behavior have all been de-
scribed in the psychiatric and emergency medicine litera-
ture as risk factors for aggression and violence.

 

8,14–17

 

 Be-
cause these factors also exist in many internal medicine
training and practice settings, physical safety is an im-
portant and valid concern. However, aggression and vio-
lence has not traditionally been a topic discussed by gen-
eral internists.

The purpose of this article is to provide a general
overview of aggression and violence in the health care set-
ting and a more specific focus on violence directed toward
physicians by their patients. We hope to make members
of the internal medicine community aware of the magni-
tude and subtleties of violence and to present a frame-
work for understanding and addressing such behavior.

 

CASE EXAMPLES

 

We present three brief cases that demonstrate a vari-
ety of clinical examples of aggressive and violent behavior;
we will use these cases to discuss some of the situations
in which persons may become violent, offer basic strate-
gies for handling dangerous persons, and suggest ways to
educate ourselves, prevent harm, and conduct future re-
search.

 

Case A

 

Mr. A is a 50-year-old man with a history of schizo-
phrenia and posttraumatic stress disorder who presented
with auditory and visual hallucinations to the acute care
clinic at a large, busy, urban hospital. This clinic is
staffed entirely by internal medicine residents and does
not contain a separate waiting room for psychiatric pa-
tients. Mr. A was evaluated by the psychiatry team, and
while arrangements for his admission were being processed,
he was seated in the main hallway to wait. After waiting for
more than 1 hour, Mr. A became agitated and began yelling
at the staff in the clinic. When a third-year internal medi-
cine resident approached him, Mr. A picked up a chair and
threw it at him, breaking the resident’s right hand.

 

Case B

 

Mr. B is a 50-year-old man who was hospitalized on
the general medicine service for treatment of cellulitis. On
the day he was to be discharged, he became angry and ar-
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gumentative with a nurse when the breakfast that was
delivered to him was not what he had ordered. The nurse
left the room, and the third-year medical student on the
team went to see him in an “attempt to calm him down.”
His anger escalated, and he threw his water pitcher at the
resident. Mr. B’s primary physician later commented that
he “had a hostile personality” and was often short-tempered
with his wife.

 

Case C

 

Mr. C is a 43-year-old man with a past medical his-
tory of hypertension and cocaine use. He suffered a mas-
sive pontine hemorrhage with resultant Glasgow coma
scale score of 3. Although his family members were told
that the prognosis was dismal, they remained optimistic
that he would recover completely. At times, they ex-
pressed distrust of the medical team. In addition, some
members of his family made direct threats and intimidat-
ing gestures toward housestaff. For example, the patient’s
cousin told an internal medicine resident, “If anything
happens, you’re going to pay,” and “I know where to find
you.”

Five months after his admission, Mr. C suffered car-
diopulmonary arrest and could not be resuscitated. The
chief resident and one of the interns delivered the news of
his death to his family. In response, the patient’s mother
and a cousin became hostile, accusatory, and verbally
abusive. The cousin attempted to punch one of the physi-
cians in the face. Hospital security and city police officers
were required to subdue and restrain the family members.

 

DEFINITIONS

 

Researchers and clinicians use a wide range of termi-
nology when reporting and describing “violence.” As in
other situations, such as child abuse or sexual harass-
ment, what counts as “violence” to one person may be in-
consequential or at least acceptable to another. Words
such as abuse, threats, assault, battery, combative, and
hostile are used interchangeably in the violence litera-
ture.

 

5,14,18

 

 Thus, it is important to clearly define what we
consider to be “violence and aggression.” For the purposes
of this discussion, we use the definitions of violence and
aggression offered by 

 

Webster’s New World Dictionary:

 

violence— 

 

“. . .physical force used to injure, damage, or
destroy. . .”

 

aggression—

 

“. . .a forceful, attacking behavior. . .de-
structively hostile to others. . . .”

 

Case A clearly fits the description of violence. Indeed,
some data sources only collect information on “violence”—
those acts that result in documentable physical injury
such as fractures, lacerations, gunshot wounds, or homi-
cide.

 

3

 

 Although these cases may be easier to quantify, ac-

tions that either do not result in physical injury (such as
case B) or are limited to threats of violence (such as case
C) can also be damaging, albeit in somewhat different
ways. Verbal and physical aggression of this type can re-
sult in significant emotional and financial damage,

 

13

 

 and
if mismanaged, it may result in physical harm or destruc-
tion of property.

 

17

 

MAGNITUDE OF THE PROBLEM

 

The Occupational Safety and Health Act of 1970,
which mandates that employers provide a workplace “free
from recognized hazards that are causing or are likely to
cause death or serious physical harm” protects workers
from a broad array of hazards such as chemicals, ma-
chinery, and communicable disease.

 

19

 

 Assaults and vio-
lent acts also present a significant, and not uncommon,
hazard to employees’ health.

Data on the incidence and characteristics of work-
place violence are reported annually by the BLS and show
consistent patterns between fatal and nonfatal events. Al-
though most violent acts result in minor or temporary in-
jury, aggression and violence account for a significant
proportion of all workplace-related deaths. In 1996, for
example, 19% of the 6,100 workplace-related deaths were
due to violence,

 

20

 

 making this second only to transporta-
tion incidents as a cause of fatal occupational injury (and
more likely to cause death than falls, contact with objects
and equipment, or exposure to harmful substances). To
better understand the epidemiology of fatal violence in the
health care setting, Goodman and colleagues examined
death certificates over a 10-year period (1980–1990). Dur-
ing this time, 522 health care workers died of work-
related injuries, 106 of which were homicides. Twenty-six
of those killed were physicians. Though this is certainly
an unsettling statistic, the rate of workplace-related ho-
micide for health care workers is far lower than the na-
tional average rate for all workers.

 

3

 

Health care workers, however, are among those at
highest risk of 

 

nonfatal

 

 assaults or violence. Of the 22,000
workplace-related cases of violence reported in 1995, 70%
occurred in the health care and social services indus-
tries.

 

1

 

 Numerous studies have shown that, of all clinical
personnel, nursing staff are at the greatest risk of as-
sault.

 

2,21,22

 

 The frequent and direct patient contact, pre-
dominance of women in the field, and highly accessible
work sites have all been offered as explanations for this.

 

23

 

At particularly high risk are those nurses employed in
long-term-care facilities, emergency departments, psychi-
atric wards, or by home health care agencies.

 

22,24

 

 Al-
though nursing personnel are at particularly high risk,
pharmacists, therapists, and social workers are all known
to be vulnerable as well.

 

3,25

 

Assessing the magnitude of violence and aggression
directed toward physicians is difficult because there is lit-
tle definitive information. Accurate data collection is hin-
dered by inconsistencies in the definition and character-
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ization of violence, methodologic limitations, and significant
underreporting. Investigators have relied on physician re-
call, incident reports, or emergency room log books to quan-
tify violent acts. These methods are likely to underestimate
the actual rate of violence owing to nonresponse and un-
derreporting.

To investigate the likelihood of underreporting, Brizer
and colleagues placed a surveillance videocamera on an
inpatient psychiatry ward and counted the number of vio-
lent acts over a 2-month period. Fewer than half of the 24
assaults (9 of which were considered “high hostility”) were
reported.

 

26

 

 Clinicians may hesitate to discuss or report vi-
olence because they believe it represents an isolated inci-
dent of no further consequence or because they believe
they provoked the attack. Some may feel ashamed, or
think it is “part of the job” to deal with violent patients.

 

27

 

Despite these limitations, numerous investigators have
studied violence in two specialized groups of physicians:
those who work in the emergency department and psychi-
atrists. It has been estimated that 40% of psychiatrists
will experience a nonfatal assault at some time during
their career.

 

14

 

 Many of these events occur in residency
training,

 

15,28,29

 

 during which violence is actually consid-
ered to be “common.”

 

12

 

 The rate of violence toward psy-
chiatrists is highest in emergency departments, prisons,
and the forensic units of state hospitals.

 

15

 

Violence is an area of increasing concern for emer-
gency medicine physicians as well. Lavoie and colleagues
surveyed 170 emergency department directors about vio-
lence; 32% of the respondents reported at least one verbal
threat per day, and 18% noted that weapons were dis-
played in a threatening manner at least once per month.

 

10

 

Residents who train in emergency medicine often worry
about their safety and the adequacy of security measures
at their institution.

 

30

 

In contrast to psychiatry and emergency medicine,
there is a paucity of data on violent assaults in the inter-
nal medicine literature. In 1994, Paola, Malik, and Qureshi
surveyed 100 residents and attending physicians in the
Department of Medicine at the Nassau County Medical
Center in East Meadow, New York. The authors used legal
definitions of “assault” and “battery” to define and catego-
rize violence. Of the 63 respondents, 41% reported being
assaulted and 16% reported being battered at some time
during their career by either a patient or a patient’s relative.

 

5

 

RISK FACTORS

 

The vast majority of violence in the health care set-
ting is perpetrated by patients.

 

2

 

 Sudden, unexpected at-
tacks are rare; most incidents are preceded by mounting
tension, frustration, or escalating threats.

 

18,31

 

 Anticipat-
ing and defusing violence is therefore an important clini-
cal skill for physicians to acquire. Although it is impossi-
ble to identify reliably all those who might be dangerous,
aggression and violence toward health care workers most
commonly involves gang members, narcotic seekers, pris-

oners, persons with borderline or antisocial personalities,
and patients who are acutely psychotic, manic, or intoxi-
cated.

 

8,17

 

 Some consider a history of violence to be the best
predictor of future violent behavior.

 

32

 

 Other patient factors,
including gender, ethnicity, education level, and employ-
ment status are not useful in predicting violence.

 

18,32

 

Though less common, acts of aggression and violence
can also be initiated by nonpatients. In a 1-year retro-
spective review of a California emergency department,
nonpatients were responsible for nearly one fourth of all
violent episodes.

 

9

 

 One important group of nonpatients
with whom physicians have significant contact is a pa-
tient’s family members, caretakers, or other acquain-
tances. Aggression directed toward physicians by this
group is exemplified by case C.

Finally, workplace violence has been associated with
personal theft, disgruntled former employees, abusive su-
pervisors, and personal or domestic disputes.

 

31,33

 

 These
actions may occur in 

 

all

 

 workplaces and are not unique to
the health care setting. In addition, workers can be vic-
timized by politically motivated acts of violence or terror-
ism, such as the bombings at a Massachusetts Planned
Parenthood clinic and at the Alfred E. Murrah Federal
Building in Oklahoma City.

 

34,35

 

The different ways in which patients regard physi-
cians may explain some of the reasons why aggression
and violence occur. For some, violence is a style of com-
munication and conflict resolution; physicians are treated
no different from anybody else. Dissatisfaction with one’s
care, displeasure with the physician’s inability to cure,
and misdirected anger toward self or family can all be mo-
tivating factors for violence. Patients may believe that
physicians, like parents, will not abandon them when
they behave inappropriately or in socially unacceptable
ways. Physicians also represent illness and power; vio-
lence may signify attempts to gain some control over un-
expected and incomprehensible medical events.

Young physicians and those still in training are most
at risk of being assaulted or threatened.

 

8

 

 These physi-
cians tend to practice in urban environments and may
have more exposure to “high-risk” patients. The relation
between gender of the physician and violence is un-
known. One might also wonder if racial or ethnic discor-
dance between patient and physician is a predictor of vio-
lence. These are interesting questions. Unfortunately,
data collected by the BLS do not include information on
gender, race, or ethnicity, and to our knowledge, no for-
mal independent studies to investigate these areas have
been performed.

The cases we presented above nicely illustrate some
of the risk factors and dynamics involved in violent as-
saults. Recall the case of Mr. A, who was an acutely psy-
chotic patient being cared for by an internal medicine res-
ident in an urban, acute care clinic. When he was left
unattended in this loud, busy, unfamiliar environment,
his agitation and potential for violence increased and cul-
minated in his throwing a chair at the resident.
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In the second case, Mr. B, who was known by his pri-
mary care physician to have “a hostile personality,” was
dissatisfied with his meal and reacted by throwing a water
pitcher. Observed interactions between Mr. B and his wife
indicated that this is likely how he dealt with conflict in
his own home. It is also possible that there were other as-
pects of his condition, hospital care, or impending dis-
charge that frightened or frustrated him. Though we in no
way condone Mr. B’s behavior, this act of aggression may
have represented a useful window of opportunity to ex-
plore some of these other issues.

Nonpatient violence is demonstrated in the case of Mr.
C, whose cousin and mother made repeated threats to his
physicians. We do not know if either of them had a history
of violent behavior, psychiatric illness, or substance
abuse. What is clear, however, is that over the course of
Mr. C’s hospitalization, they became increasingly frus-
trated and angry. We suspect that his family members felt
guilt (toward themselves) and anger (toward him) for Mr.
C’s long history of substance abuse that preceded, and
most likely contributed to, his fatal stroke. In addition,
Mr. C’s family did not trust the physicians involved in his
care. Although the development of trust is a complex pro-
cess and the reasons why it failed in this case are not
completely known, some of the physicians suspected that
race or ethnic discordance between the physicians and
the family did play a role. As the family’s distrust mani-
fested itself in threats and intimidation, the physicians
responded by only engaging in limited, brief conversa-
tions. The inability to establish a relationship with the
family made it difficult, and ultimately dangerous, to con-
vey necessary information about Mr. C’s daily progress,
his overall prognosis, and eventually, his death.

 

A MULTIDISCIPLINARY APPROACH

 

Addressing violence and aggression requires an inte-
grated, multidisciplinary approach. A common link among
the three cases that we presented is the failure to recog-
nize the systemic causes of frustration and the resulting
vulnerability of the physician who seemed responsible, as
an individual, to deal with the aggression. Violence pre-
vention and control is a systemic problem that requires
the input of administrators, educators, security person-
nel, and legal staff.

Although hospitals are not required to establish vio-
lence prevention programs, recognition of the increasing
prevalence of fatal and nonfatal assaults in the health
care setting prompted the Occupational Safety and Health
Administration (OSHA) to publish guidelines that specifi-
cally focus on the problem of violence inflicted by patients
against staff.

 

19

 

 Published in 1996, these guidelines out-
line the essential elements of a violence prevention pro-
gram in the health care setting and provide sample inci-
dent reporting forms and surveillance surveys. Although
it is beyond the scope of this article to review all of these
strategies in detail, we highlight the key components to a

successful violence prevention program and provide
physician-specific discussion of each:

1.

 

A commitment from health care administrators and phy-
sician educators to acknowledge the reality of violence
and to allocate resources for the development of training,
crisis management, debriefing, and surveillance programs.

 

Administrative support not only legitimizes violence
toward physicians as an important problem, but also pro-
vides the impetus for systemwide involvement. Many in-
stitutions have established detailed intervention proce-
dures for handling dangerous situations;

 

36

 

 at a minimum,
security officers should be actively involved whenever per-
sonal safety is felt to be at risk. After a violent incident, a
debriefing session is recommended. This provides the op-
portunity for injury assessment and supportive counsel-
ing.

 

36

 

 To evaluate the success of a program and ensure
accurate surveillance of ongoing violence, prompt report-
ing of all threats and assaults is necessary and is the re-
sponsibility of the individual involved.

Legal counseling is an important part of the debrief-
ing process for both the individual and the hospital.
Health care employees who are injured by violence during
the course of their work are usually eligible for workers’
compensation, but generally cannot sue their employer
for negligence.

 

37

 

 Although the General Duty Clause of the
Occupational Safety and Health Act does require employ-
ers to provide a workplace “free from recognizable haz-
ards,” whether or not a legally defined duty exists to warn
health care workers of patients known to be dangerous is
not firmly established. Administrators can, however, be
cited by OSHA for failing to prevent or abate a recognized
hazard of workplace violence.

 

19

 

2.

 

The development of training and educational programs
for employees, supervisors, managers, and security
personnel.

 

Educational programs for physicians should include
the practical skills necessary for recognizing and respond-
ing to violence. It is important to be able to differentiate
between angry, frustrated, or “difficult” patients and those
who may actually cause physical or emotional harm. This
requires observation for specific behavioral cues and dis-
cussion between doctor and patient. For example, a per-
son who is sitting tensely on the edge of his seat, using
loud, pressured, or threatening speech, or who is agitated
and pacing should be viewed as potentially violent by the
physician.

 

17

 

 When working with potentially violent indi-
viduals, physicians should be direct, nonargumentative,
and honest. Experts recommend asking straightforward
questions, such as “Do you plan to harm me?”, and
clearly conveying that violence is unacceptable.

 

17

 

Behavioral cues were present in all three of the cases
presented. Mr. A was increasingly agitated and began
yelling prior to throwing a chair, Mr. B was argumentative
and angry with the nursing staff prior to throwing a
pitcher, and Mr. C’s family had been making direct
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threats and intimidating gestures for 5 months. Unfortu-
nately, only in case B was this behavior recognized and
addressed appropriately. In this case, after Mr. B threw
the pitcher, the medical student left the room and re-
turned with her senior resident. The resident calmly told
Mr. B that no further acts of aggression or destruction
would be tolerated.

Physicians also need to trust their “gut instincts” and
feelings. A useful rule of thumb is to heighten one’s suspi-
cion when dealing with any individual who makes one un-
easy and to take action when one feels threatened or
frightened.

 

18

 

 As internists, we are trained to collect and
analyze data. A displaced PMI, a rising creatinine level,
and a blood pressure of 80/40 are all data with familiar
meanings that we know how to interpret because we have
been trained to do so; we should recognize that our feel-
ings and instincts are reliable data as well.

In a dangerous situation, there are numerous per-
sonal precautions that physicians can take to ensure
their safety. Simple to implement, these strategies include
maintaining physical distance, never turning one’s back
on a potentially violent person, always staying between the
door and the potentially violent person, to be certain of a
safe exit, and removing dangling items that can be used as
weapons, such as stethoscopes, neckties, or jewelry.

 

17,18

 

Incorporating these clinical skills into medical school,
residency, and continuing medical education classes is an
essential step in the prevention and management of vio-
lence. Recognizing that societal violence is an important
public health topic, physicians are being encouraged to
include interpersonal violence assessment and interven-
tion in their training and practices.

 

38,39

 

 Addressing violence
directed 

 

toward physicians

 

 in this developing curriculum
will help to broaden the focus of these discussions and
provide useful information to students regardless of the
specialty they choose. Case presentations, discussion
groups, and didactic sessions with practical advice are all
potential forums for education. There are publications that
can assist as well, including the American Psychiatric As-
sociation’s 

 

Guide to Clinician Safety

 

,

 

14

 

 a booklet from the
Young Physician’s Section of the American Medical Associ-
ation, entitled “Violence in the Medical Workplace,”

 

8

 

 and a
recently published syllabus by Lion and Scaletta.

 

40

 

Educational programs for physicians also need to ac-
knowledge and support the effect that aggression and vio-
lence can have on an individual. Examining the aftermath
of the case of Mr. C demonstrates the range of emotions
that can result. Subsequent to Mr. C’s death, an orga-
nized discussion was held with the housestaff and attend-
ing physicians who had cared for him during his pro-
longed hospitalization. There, more than 30 interns and
residents recalled their experiences with this patient. Al-
most all were fearful of and felt intimidated by his family.
Many residents felt abandoned, stating that the attending
physicians were not supportive of their concerns, a prob-
lem attributed to lack of experience with such situations.
Although many residents were uncomfortable interacting

with this particular family, they felt that it was part of
their job as physicians to deal with “difficult” individuals,
be they patients or, in this case, family. Some expressed
feelings of guilt, blaming themselves for not developing a
stronger relationship with the family. Others had denied
to themselves the possibility that physical violence could
actually result. In addition, because the family had men-
tioned bringing legal suit against the hospital, residents
felt that every effort should be made to accommodate
their anger. The feelings of guilt, denial, fear (of litigation),
and inadequacy generated by this case are common re-
sponses to aggression and violence.

 

13

 

 As in this case,
these emotions can be important barriers to open, con-
structive discussion. Educational efforts should acknowl-
edge these barriers and provide a supportive environment
in which to understand and process them.

3.

 

Ongoing work site analysis to identify existing or poten-
tial hazards for violence and the implementation of mea-
sures to prevent or control such hazards.

 

Ensuring a safe practice environment in the health
care setting is another component to a violence preven-
tion program. Because long delays have been associated
with frustration and violence, the waiting area should in-
clude diversions such as patient education materials,
magazines, open space, and available telephones.

 

8,9

 

 Fur-
ther measures such as panic buttons, flags on charts of
high-risk patients, and metal detectors may be imple-
mented in specific high-risk settings.

 

8,36

 

 There is evidence
that such measures are effective and do not detract from
patient care.

 

41

 

 It is not known, however, if these strategies
are appropriate for internal medicine training and prac-
tice settings.

Of the three cases we presented, case A, that of the
acutely psychotic patient in the acute care clinic, provides
the most obvious example of a violence-prone work site:
Mr. A was placed in an inappropriate environment, and
cared for by internal medicine residents with little train-
ing or experience in the management of psychotic pa-
tients. Emergency departments or acute care clinics that
serve a large population of psychiatric patients should be
equipped, both in terms of personnel and space, to handle
potentially aggressive or violent patients.

 

SUMMARY

 

Physicians harmed by the people for whom they pro-
vide care experience a unique type of workplace violence.
Because general internists have responsibilities in a wide
range of clinical settings, the potential for aggression and
violence is a realistic concern. The significant emotional,
psychological, and financial costs of violence make this
an important issue for us all. It is crucial for general in-
ternists to recognize the various forms of violent behavior,
to address the clinical and institutional factors that both
perpetuate and result from patient violence, and to be
aware of the appropriate security measures to take in a
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dangerous situation. Guidelines published by OSHA,

 

19

 

the Joint Commission on Accreditation of Health Care Or-
ganizations,

 

42

 

 and a number of professional organizations
such as the American Medical Association

 

8

 

 and American
Psychiatric Association

 

14

 

 are valuable resources for prac-
ticing clinicians and educators.

The three cases we have presented exemplify how ag-
gression and violence can manifest in the internal medi-
cine setting. Within internal medicine, it is likely that cer-
tain clinicians are at increased risk, such as those who
care for patients in the emergency department, on psychi-
atric wards, in substance abuse programs, and in pris-
ons. Regardless of where one trains or practices, however,
the possibility of encountering an aggressive or violent in-
dividual will always exist. The belief that physicians are
exempt from physical violence because of their status,
power, prestige, or knowledge is a myth.

Efforts to address this problem should be aimed at
better understanding the situations in which violence oc-
curs and the unique way in which violence affects general
internists. Future research is needed to describe the epi-
demiology of aggression and violence toward physicians
and to evaluate the efficacy of educational programs and
interventions designed to prevent its occurrence.
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